






































































































































































































































































































































Reform in Medical Education and Medical Education in the Ambulatory Setting

community health, and specific patient popula-
tions (e.g., HIV patients). For example, we have
started a fellowship at my institution involving
the primary care and consultative care of high-
risk pregnant patients, which clearly meets a
pressing need in our community (and perhaps
many others as well). We need to think cre-
atively about academic development in terms of
future health care needs, and fund these kinds
of fellowships fully for the PGY-4 and PGY-5
years,

4, Gap Between Medical School

n iden

Finally, I would like to comment on the gap
between medical school and residency which I
believe has grown to be too wide, too costly, and
counterproductive. It makes little sense in this
day and age to continue to treat these two
components of a medical education as separate.
Further, I contend that because residency is
such a formative period in a young physician’s
life, many of the innovative changes we have
started in medical school lose theirimpact when
the former student becomes a resident where
these innovations are no longer allowed to ap-
ply. It makes sense to integrate medical school
and residency in a much more meaningful way,
permitting increased education coherence, stu-
dent tracking, and sustained career develop-
ment. One proposal that has attracted some
attention recently involves the combining of the
fourth year of medical school with the first year
of residency. Such ideas need further explora-
tion and should be encouraged by this body.

SUMMARY RECOMMENDATIONS

Fund residency programs directly
Target funds for education research and
development (1%)

e Support primary care/ambulatory care
fellowships

e Convene panel to discuss gap between
medical school and residency

In conclusion, because the challenges have never

been greater, the opportunities have never been
greater. I urge you to set a graduate medical
education agenda which will respond to the new
needs of our students and residents and, ulti-
mately, our patients,
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Michael J. Gordon, Ph.D.
Department of Family Medicine
University of Washington

FAMILY PRACTICE IN THE
AMBULATORY SETTING

Good morning, Council members and guests:

By now it should be abundantly clear that the
single greatest need in U.S. physician man-
poweris for more primary care physicians. They
are the key to improving geographic distribu-
tion, to providing access for the underserved and
to holding the line on health costs. For the
future, a large primary care cadre will be essen-
tial toanyrational system ofhealth care that the
nation may devise.

Let me emphasize that training for ambulatory
care and for primary care are not the same.
Primary care’s defining characteristicis accept-
ing responsibility to manage the health needs of
individuals comprehensively over long periods
oftime, including the ability toorchestrate health
care delivery in complicated circumstances.

The outpatient specialty clinics are not in the
least prepared orinterested in training students
to build long-term commitments to people, to
meet patients’ needs comprehensively or to or-
chestrate complex health delivery plans. The
urgent need for more primary care physicians
cannot be met by pressing for more curricular
emphasis in ambulatory specialty clinics,

I see four avenues for increasing primary care
physicians:

e Improving access and selection favoring
primary care--including student out-
reach, student recruitment and medical
school admission policies.

¢ Improving primary care exposure and
training opportunities--getting medical
students out of the University Hospital
and into the community settings where

primary care is delivered.

o Improving student incentives toward
primary care--incentives such as schol-
arghips, loan forgiveness, and National
Health Service Corps (NHSC).

e Improvingincentives and controls in the
health delivery system such as Resource
Based-Relative Value Scale(RBRVS)and
rules governing eligibility for Medicare
funds for medical education,

My remarks will focus most directly on exposure
and training for primary care, though the others
are just as important.

I am going to assume that the Council agrees
with the findings and recommendations of its
own reports and is now looking for ways to bring
primary care training into the mainstream of
medical education—and thereby increase the
numbers of primary care physicians to a level
congistent with the nation’s health needs.

I would like to describe for you the exposure and
training efforts at the University of Washington
to convince you of three things:

1. that the local primary care community
surrounding most medical schools will
develop the teaching capacity and long-
term commitment needed to sustain a
primary care curriculum.

2. thatthe quality of community-based pri-
mary care training programs will equal
or surpass those of the academic medical
center.

3. that exposure and training in primary
care will substantially increase the per-
centages of students entering primary
care careers.

Before presenting my evidence for these claims,
allow me first to sketch the environment of the
University of Washington School of Medicine,
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We are a post-war medical school that hasforthe
past 20 years consistently ranked among the top
five public institutions in terms of extramural
research funding. We occupy the second tier,
justbelow the giants of biomedical research, and
we aspire to the top rank.

The University of Washington School of Medi-
cine also has a tradition of attending to commu-
nity needs. In the early 70’s this community
commitment was extended to three neighboring
states: Alaska, Idaho, and Montana (WAMI)—
none of which had the resources to build a
medical school. Through the WAMI program, 65
students per year from these states are admit-
ted to the University of Washington. They
spend their entire first year at their home state
universities, where they take the same medical
school courses and the same examinations as
their clagsmates in Seattle. In the third and
fourth years, ourstudents take clinical clerkships
in small town practices and city hospitals
throughout the four WAMI states, The four-
state partnership extends beyond medical stu-
dent teaching to institutional funding, gover-
nance, administration and collaborative re-
search.

Nineteen years of data now attest to the WAMI
program’s success in providing excellent educa-
tion—both basic science and clinical—in mul-
tiple, distant sites. Alsoconfirmedisthe hypoth-
esis that by taking students from small towns in
rural states, and training them in outlying com-
munity sites, it is possible to stem the trend
toward urban, sub-specialty careers. Contrary
to early fears that such a program would dilute
and weaken the school’s drive toward preemi-
nence in biomedical research, there is no cred-
ible voice for this opinion today.

My claim is that once a medical school decides to
address the need for primary care, and core
funding from local, state and federal sources is
invested, then primary care training programs
of sufficient capacity, long-term commitment,
quality and influence will move forward vigor-
ously.

I'll illustrate this claim with four training pro-
grams of the University of Washington Depart-
ment of Family Medicine.

Example 1:

Introductory and intermediate
preceptorships available to year 1 and 2
students during the academic year.

These preceptorships train first and second year
students in the offices oflocal family physicians
1/2 day per week for one or more terms, The
clinical experiences are augmented by seminars
and skill-building workshops at the medical
school. Over the past 15 years enrollment has
varied greatly. When the intermediate three-
term course offered a way to meet a phystcal
diagnosis requirement, enrollment of second
year students soared from 45 to 96. When the
requirement was dropped and a dean advised
students to stick to their science books and defer
their clinical electives, enrollment plummeted
to two students. Over the past 10 years enroll-
ment has averaged 182 student quarters per
year for 275 eligible students (2 of every 3
students).

Capacity and commitment:

We now have a bank of 150 family physician
preceptors for these two preceptorships, 81 within
10 miles of the medical school. They have never
failed us. We stopped paying them $25 per week
in 1979. This is teaching enthusiasm, experi-
ence, and long term commitment on tap!

Quality:

Student ratings for both preceptorships com-
pare favorably with the highest-rated of all of
the 28 required core medical school courses of
the first two years. The ratings are also higher
than any of the six core clerkships of the third
and fourth years.
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Example 2:

A non-credit program to support
students’ aspirations to care for the
underserved.

Some students still come to medical school with
a desire to work with the less fortunate. They
are a priceless resource whose commitment is
eroded by their medical school experience, So,in
1980 aloose association between these students
and a family physician faculty member was
formalized to keep these aspirations alive. The
Community Health Advancement Program, or
CHAP, has since sponsored student-managed
Saturday clinics at a Community Health Center
in a public housing project. Students gain a
positive perspective on caring for the poorthatis
very different from the turmoil of the inner city
E.R., and the Saturday clinic hours are a boon to
many working people in the housing project who
lose wages for weekday clinic visits.

Capacity and commitment:

The student-run Clinic operates 40 Saturdays

per year. It draws 345 student volunteers and

depends on 30 physician volunteers per year, It

has never hadexplicit external funding. Instead

it has been run on meager funds bootlegged from
other sources.

Quality:

As a largely student-run non-credit activity,
formal evaluation has been sporadic. But it is
common to hear students refer to the program as
“my lifeline”. Two thirds ofthe first year, second
year and fourth year classes vote with their feet
by signing up for Saturday volunteer work, and
they have done so for 10 years.

Influence:

CHAPis ahaven for students who feel estranged
from their more self-absorbed classmates. One
student remarked after a recent session, “It
helps me remember that I don’t have a person-
ality conflict with all of medicine.” In their

residency applications, students describe their
work in CHAP as having a formative or confirm-
ing influence on their career goals. Graduates
who have been significantly involved in CHAP
enter primary care careers preferentially, with
plans to continue to work with underserved
populations. :

Example 3:

. A training program in which students
gain early experience in rural patient
care,

Since the early 70’s there have been repeated
attempts by several groups in and out of the
medical school to expose students to rural prac-
tice. Historically, two to five students per year
have been enticed into summer rural experi-
ences, with full reimbursement for travel and
per diem expenses. The greatest obstacle has
been the students’ need to earn money over the
summer. So the Washington Academy of Fam-
ily Physicians offered stipends of $180 per week
to top off travel and living costs previously
offered through the AHECs. The Dean matched
the stipend contribution and last summer 24
students spent an average of six weeks in rural
practices. The student grapevine doubled the
applicants for this summer; 52 students—one
third of the first year class—lived and learned
medicine in towns with a median population of
less than 4000.

Capacity and commitment:

Teaching practices were nominated and screened
by two independent community sources before
being recruited. Virtually all accepted, explod-
ing the common assumption that “no one would
want these completely green students under
foot.” Within two years, 50 new unpaid precep-
tors were brought on to the teaching faculty
from distant small communities.

Todate, through this remarkable ad hoc collabo-
ration among the Department of Family Medi-
cine, Washington Academy of Family Physi-
cians, its philanthropic Foundation, six AHECs,
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and the Dean’s Office, every interested student
has received both a placement and full funding,
though the program’s exponential growth has
been far beyond the scope originally envisioned
by any of its sponsors.

Quality:

These preceptors and their practices were hand
picked, and received an overwhelmingly strong
evaluation from their students. Preliminary
results from this summer’s experience indicate
an equally strong experience by 50 of 52 stu-
dents, with the remaining two arranging satis-
factory experiences after initial difficulties.

Influence:

All responding 1989 students stated that it had
either increased their interest in rural practice
or confirmed an existing interest in such a ca-
reer. Again this year, the preliminary data from
52 students are showing the same strong re-
ported influence and endorsement from stu-
dents. As one student summed up:

“Growing up in a suburb of San Francisco, I had
a lot of misconceptions about what rural life and
rural medicinewould be like.... Twas very pleased
to find that it was a lovely place to practice
medicine, and I'was touched by how appreciative
the patients were. It made me much more open to
the possibility of practicing in a rural area.”

Sarah Hathaway,
Student at the Okanogan
Farmworkers Clinic
Omak, WA

Example 4:

A clinical clerkship conducted in 19
ambulatory sites distributed over the
four WAMI states.

The family medicine clerkship began its 19-year
evolution as an elective experience for 60 stu-
dentsperyear. Itis now asix-week requirement

for all students and is offered in 19 ambulatory
sites distributed across four states. Its capacity
is approaching 200 students per year. Sites now
include eight private practices, nine residency
programs and two urban underserved clinics.

Capacity and commitment:

Four of the seven original practices are still
teaching sites nineteen years later (Omak and
Anacortes, Washington; Kalispell and White-
fish, Montana). At each expansion, the clerk-
ship has recruited additional practices willing to
train and supervise students full time for 40
weeks per year.

Quality:

For years the student grapevine held that the
Family Medicine clerkship was the best of the
core clerkships. Fouryears ago the Dean’s office
instituted an official evaluation system, con-
firming the earlierimpressions. Since then, this
clerkship has consistentlyled theremainingfive
in quality of teaching, appropriateness of pa-
tients, feedback and evaluation, clarity of the
student’s role, overall quality and its contribu-
tion to the students’ education. This endorse-
ment comes despite the strong reluctance of
many students toleave their homes and families
for six weeks in a strange town.

Influence:

Itis well established that most students solidify
their career choices in the third year of medical
school, with clerkship experiences being the
mostinfluential factorin their decision-making.
Our data tell the same story.

Like other schools, the numbers of students
entering with primary care aspirationsisdeclin-
ing and the number mgtching, to primary care
residencies follows suit. But for at least the past
15 years, UW students have chosen family prac-
tice residencies at twice the national average,
most recently about 21 percent.

Is our level of commitment, quality and
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influence a fluke. I don’t believe so. Family
physicians elsewhere have responded as well—
in part because they have a vested interest in
replacing themselves. They are outstanding
teachers because they are mature professionals
with a mentoring outlook, They are less fre-
quently the harassed, sleep-deprived residents
who staff the university hospital wards. Stu-
dents enter the primary care realm in ones and
twos, not in waves, and they receive personal
attention. And critically important, primary
care teachers have an edgein teaching students
because they know their patients well.

In conclusion, I have one point to make.

Ingtitutions rarely make fundamental, voluntary
changes from within, But they can be made to budge
through external leverage and accountability. Do not
expect that howls from the public for more primary
care doctors will influence medical school deans and
department chairs., The flow of students toward
remunerative, over-supplied sub-specialty careers will
continue until the federal government changes the
funding rules.

For many deans and chairs, the land beyond the
teaching hospital is terra incognita. But if Congress
ingigts that medical schools face the primary care
obligations they would prefer to ignore, and if Con-
gress provides its share of the resources, the primary
care community will respond with commitment, its
own resources, and quality training that will bring
credit and friends to their institutions,

The University of Washington is not unusual in the
response of its family physicians. It was somewhat
unusual in inviting family physicians to participate
nearly 20 years ago. Now it’s time for other schools to
try it, and it’s time for the federal government to put
its physician training support where the health payoff
i3 greatest.

I have a list of 11 specific recommendations for the
support of primary care training, Ileave them for your
consideration,

Thank you.

RECOMMENDATIONS FOR FEDERAL
ACTION TO
ADDRESS THE SHORTAGE OF
PRIMARY CARE PHYSICIANS

Tie the medical schools’ access to federal
training fundsto encouragement of gradu-
ates to enter primary care careers.

1. Every medical school seeking federal
training funds should establish an aca-
demic unit whose major areas of teach-
ing, scholarship and medical service are
in primary care.

2. Every medical school eligible for federal
training funds should include among its
student admission committee members
a minimum of 20% from primary care
disciplines.

3. Every medical school eligible for federal
training funds should make available
elective curricular time and recruit clini-
cally active primary care preceptors suf-
ficient to enroll one quarter of its
preclinical students for one term each
year.

4. Every medical school eligible for federal
training funds should require atleast six
weeks of primary care clerkship training
with at least 75% of students completing
the clerkship prior to January 1 of the
final medical school year.

5. Medical schools that do not now meet
these proposed eligibility criteriabut wish
to remain eligible for federal training
funds may submit a proposal to meet
them within five years. In this interim
period, an approved plan and satisfac-
tory annual progress toward its imple-
mentation will be sufficient to retain
eligibility for federal training support.

6. Every medical school eligible for federal
training funds should demonstrate

Page 99




Reform in Medical Education and Medical Education in the Ambulatory Setting

success in placing a minimum number of

its graduatesinto primary care residency
positions. The minimum numbers should
be based on a formula that considers
regional training resources, regional
needs, and the success rates of compa-
rable medical schools.

Clarify definitions of primary care and
related terms.

7.

Congress should establish unambiguous
definitionsfor primary care, primary care
training experiences and primary care-
bound graduates.

Congress should establish unambiguous
methods forcounting primary care-bound
graduates. Graduates who enter pri-
mary care residency programs where
later sub-specialization is common may
be counted as fractions, calculated on the
proportion of the program’s trainees who
have sub-specialized historically.

Congress shouldidentify all federal fund-
ing sources and programs included un-
der the rubric “federal training funds”
which are to be withheld from medical
schools not meeting the primary care
eligibility criteria. These sources should
include Medicare funds for graduate and
post-graduate training programs affili-
ated with the medical school.

Shifting funds for primary care training
and leadership development.

10. Congress should provide sufficient mon-

11.

eys to adequately fund all worthy propos-
als aimed at meeting the primary care
eligibility criteria, improving the quality
of primary care training, and otherwise
increasing the pool of primary care-bound
physicians,

Congress should provide funds to train a
new generation of leaders in academic
primary care medicine, intended to
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Howard K. Rabinowitz, M.D,
Department of Family Medicine
Jefferson Medical College

FAMILY PRACTICE IN THE
AMBULATORY SETTING

Thank you. I appreciate the opportunity to
speak to the Council once again--this time about
ambulatory care--an importantissuein medical
education gnd health care,

When I was here during the summer my col-
league, Dr. Larry Culpepper, provided you with
an excellent background as to why ambulatory
care is so important. Dr. Gerald Perkoff pro-
vided a well written article in the NEJM -
Ambulatory Care--anidea whose time has come,
For some time we have been aware that the
inpatient setting was not an ideal environment
from an educational standpoint - Kerr White
diagram (1961).

Morerecently, theinpatient area hasbecome an
even less appropriate setting secondary to fi-
nancial changes. DRG’s have decreased the
number of hospitalizations, and shortened the
Length of Stay (LOS). The hospital has become
less than adequate as the sole location to learn
medicine,

In fact, a major problem in medicine today
(which impacts enormously on financial issues)
istraining doctors to practice inpatient medicine
in the ambulatory setting. Overall, medical
educators have achieved a remarkable consen-
sus that more clinical medical education needs
to take place in the ambulatory setting. So, why
don’t we do it? How can we do it?

You have already heard of a few excellent pro-
grams in Internal Medicine and Pediatrics.
Unfortunately, there are not enough of these.
Most Internal Medicine/Pediatric faculty are
subspecialists and committed to teaching, pa-

tient care, and research in the inpatient area.
Family Medicine may be ideally suited for this
role. In fact, teaching ambulatory care may be
the real niche for Family Medicine in the aca-
demic center,

Let me tell you about the model of teaching
ambulatory care which we have developed in the
Department of Family Medicine at Jefferson
Medical College. Jefferson Medical College has
had arequired six-week Family Medicine clerk-
ship since 1974, and over the past 16 years, over
3,000 third year Jefferson medical students (223
per year) have had over 400,000 patient encoun-
ters. This structured clerkship, one of the larg-
estin the country, takes placein one of the seven
residency based family practice centers, and is
supplemented by a didactic curriculum, based
on the active clinical involvement of student’s
caring for patients under full-time Family Medi-
cine faculty supervision.

In 1974, Jefferson Medical College decided to
make a strong commitment to the specialty of
Family Medicine, and the Department of Fam-
ily Medicine was begun, At the same time, a
special successful Admissions Program for pro-
ducing rural family physicians, which I spoke to
you about in the summer, was instituted. In
addition, a major curriculum change took place
at the medical college allowing for arequired six-
week Family Medicine clerkship during the third
year of medical school. The goals of this clerk-
ship are: to teach the core principles of ambula-
tory care, to teach about the common problems
seen in Family Medicine, to expose all medical
students to the role of the family physicians.

This third year Family Medicine clerkship is
based at the Thomas Jefferson University Hos-
pital and six affiliated Family Medicine pro-
grams at Bryn Mawr Hospital, Chestnut Hill
Hospital, Geisinger Medical Center, Latrobe
Area Hospital, the Medical Center of Delaware,
and the Underwood Memorial Hospital. Each
site has an accredited three year Family Medi-
cine Residency Program, and full-time faculty.
Each six weeks, approximately 28 students par-
ticipatein the clerkship. The average number of
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students at each site ranges from 2 to 8, and the
average faculty/student ratio ranges between 1
faculty and 2 to 4 students. The mean percent
of teaching which is done by faculty is 70%, the
remainder being done by 2nd and 3rd year
residents and remember this faculty teaching
takes place 6 to 8 hours perday. Usingresidency
based family practice centers to teach medical
students has allowed the utilization of full-time
experienced and committed faculty in an educa-
tional setting and uses existing resources. Us-
ing only 7 sites has allowed for more consistency
and structure in the educational and evaluation
process, a difficult problem since as students
move away from the academic health center,
quality control and equality of experience are
more difficult to achieve. For the residency
programs, teaching medical students enhances
the academic environment of their program, and
provides more applicants and a higher fill rate
for their residency program.

In addition, the Family Medicine clerkship has
been designed as a structured learning experi-
ence. This core experience takes place in the
third year of school, when students are learning
their basic clinical skills and also choosing their
future career specialty. The clerkship is sched-
uled as a six-week block rotation, which fits with
the remainder of the traditional clinical sched-
ule at Jefferson which is 12 weeks of Internal
Medicine and 6 weeks each of Pediatrics, Obstet-
rics/Gynecology, Surgery and Psychiatry. Most
of the learning takes place in the Family Prac-
tice Center with some additional time in private
practitioners offices and the Emergency Room,
as well as exposure to home visits, the in-hospi-
tal service, nursing homes, and other commu-
nity social agencies.

The clerkship is also based on a didactic core of
reading materials, conferences, audiovisual
materials, and computer assisted instruction,
This core content is based on the most common
topics seen in Family Medicine. Since the clini-
cal experience of each student differs slightly
depending on their clerkship site, the didactic
core represents a set of standardized materials.
The reading list includes current articles and

textbook chapters related to the topics, as do the
formal conferences. Each student is required to
keep a log book recording the patients they have
seen, their age, sex, medical problems, and per-
tinent lab values. In addition, students are
videotaped twice while taking a patient history,
and this tape is then reviewed with the faculty.

Finally, the third year clerkship is experiential,
with most students seeing between 100 to 150
patients per six week block. The students ac-
tively participate in patient care, seeing their
patientsin the office setting, doing a history and
physical examination, forming a differential di-
agnosis and therapeutic plan. The students
then present the patient to the faculty, decide
what if any tests need to be performed, write
prescriptions,ifnecessary, and they record their
notes in a problem-oriented medical record for-
mat. They are responsible for follow-up visits
that take place within the block and for reading
about their patients’ problems that evening. If
patients are hospitalized, students are encour-
aged to follow their hospital course. This way
students are being taught one-on-one by the
faculty at the patient’s side, with students see-
ing more types and numbers of patients than
they see on any other rotation.

Evaluation of students takes place through the
frequent daily observation of their performance.
A mid-term evaluation takes place after three
weeks in order to identify major concerns, and a
final sit-down evaluation takes place with each
student. Through yearly meetings with affiliate
faculty, evaluations of students have become
increasingly consistent among clerkship sites.
In addition, evaluations have been appropri-
ately critical, reserving the grade of high honors
to the top 10% of students. In addition, a
separate final examination in the format of a
modified essay questionis given. This MEQ was
originally developed by the Royal College of
General Practitioners in England for its general
practice certifying examination and is felt to be
a valid and reliable measure of evaluating pri-
mary care problem solving skills.

Evaluation of the clerkship has taken placein a
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number of areas. The over 1,000 students who
have evaluated the clerkship from 1983 to 1988
rated it significantly higher than any of the
other core clerkships at Jefferson. In fact, one
measure of the success of this clerkship is the
fact that Jeffersen students consider it as one of
our “traditional” clerkships, and are amazed
when they find out most schools do not have a
required clerkship in Family Medicine, In addi-
tion, during the past 10 years, over 16% of
Jefferson graduates have entered residency
training in family Medicine, arate of twice of all
other U.S. private medical schools and twice
that of all medical schools in the Northeastern
United States.

Well, teaching students in the ambulatory set-
ting obviously can be done. But what does it all
cost? Itisimpossible to cost account ambulatory
teaching exactly. But I will try to give you a
rough estimate. In order to do this, I will make
two assumptions. First faculty productivity is
only approximately 50% when they see patients
with third year students--not a very efficient
process.

But remember that for each one dollar billed by
a family physician, there is an additional one
dollar billed by referring subspecialists, and an
additional five dollars in hospital charges.

The second assumptionis that the student teach-
ing portion of the operation represents approxi-
mately one-half of our practice (the other half
consists of residents and a few faculty who see
patients without students).

This faculty/teaching portion of our practice
bringsin roughly $500,000 per year. This covers
only about 45% of the 1.1 million dollar portion
of the operation!

The rest of the monef comes from the federal
government (from health manpower training
grants) approximately $50,000.

The medical college in the form of faculty sala-
ries (approximately $200,000).

And the university hospital (to support the prac-
tice in the way of supplies, expenses, and non-
professional personnel) approximately $350,000.

Considering that there are 223 students per
year, this represents approximately $2,700 per
year per student. Where can this money come
from? There are obviously no easy answers.

This may come from increased tuition, increased
federal training grants, or restructuring the
current reimbursement system. Perkoff has
suggested that clinical incomein medical schools
be considered as school income, rather than
departmental income,

Whatever the source of income, I can tell you
that ambulatory care training is critical for
medical education, for health care, and for health
care financing. After 14 years of running a
successful model for teaching ambulatory care
as a core component of the clinical curriculum of
all medical students, I can tell you that to do it
well--needs institutional commitment, commit-
ted faculty and significant financial resources.

Thank you.
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Respondent - Thomas L. Delbanco, M.D.

Thomas L. Delbanco, M.D.
Beth Israel Hospital
Harvard Medical School

Respondent

I am grateful tobe here, and I will try tokeep you
all awake. I received a telephone call from a
colleague of mine, Dr. John Noble. He said
“Thereis this lovely woman named Dona Harris
who may call you to make a presentation. Thope
you will want to do it. T am off to Paris. As an
impecunious general internist, would you like to
come and listen to a lot of smart people for a
bunch of hours and then sum it all up and make
recommendations?”--A daunting task. Nothing
I have ever done before, and do it without slides?

It reminded me that there are certain advan-
tagesinnot being staffed and having a chance to
think ahead. And it reminded me of one of the
better-known senators in Washington who some
years ago was up for the stiffest re-election
campaign of his life. He had a bad habit of
mauling his staff, especially in times of stress.
He hadn’t learned much about faculty develop-
ment and participative programs for employees,
etc. Anyway, in his usual fashion, he said 48
hours before the fact, “Listen, I've got to give the
best speech of my life to kick off the re-election
campaign. Get with it, be ready, and I expect it
on my desk a couple of minutes before I give the
talk.,” And they said, “Yes, sir”, as usual, and
worked away.

He arrived in a good mood, faced his enormous
audience andsaid, “Well, ladies and gentlemen,
today I am going to do something rather un-
usual. I am going to solve three vexing prob-
lems. The first is this difficult issue of the
defense business. You know, there are some
who think we should make more nuclear bombs
and have a ready arsenal so that we can bomb
quickly, effectively, and surgically, if something
happened, say, in the Near East. There are
others who say the best defense is to make love,
not war, talk to people, get rid of weapons, and

come to a new agreement. I think I have
something for you today that will bring both
sides together. Then there is this thing they
keep talking about, abortion. There are a lot of
our citizens who believe that a woman's right to
decideis God-given and should not be disturbed.
And there are others who think that God had
just as much intention for those whom those
women are carrying, and that they should be
able to emerge unscathed. Ithink I have some-
thing for you today that will bring both sides
together. And then there’s this tough thing
about graduate medical education in ambula-
tory care. There are internists and family docs
whodon’t talk, and there are internists and sub-
specialists who don’t talk, and there are people
who think they should spend more money on
education when Bush is trying to balance the
budget and figure out where $500 billion have
gone. Ithink I have something that will bring
them all together.” .

By now, he really had the audience on the edge
of their seats. He turned the page and it said,
“Now, you bastard, you are on your own.”

So what I thought I would do this afternoon is
discuss rusting Mercedes, making love to
bandaids, and festering fomites, bighellies, green
ties and red shirts, and see if that helps with
recommendations to the Congress of the United
States. I've made, as the Mikado said, a little
list...

1. The dumping syndrome, Ihad the privi-
lege in 1978 of working as a RW.J fellow

on the Hill in the Congress. I worked for
two of the most opposite extremes pos-
sible. One was a muckraking, left-wing
congressional committee, and the other
was Bob Dole, because I thought I'd like
to see how both sides live. And I learned
“alot. Ilearned about councils and com-
missions. :

One of the reasons for having a council or
commission is that there are issues you
don’t want to face as a congressman, and
the best way handle them is to put them
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in Parklawn, the Institute of Medicine,
or what have you, and let them debate it
for the next five years. I don’t know the
genesis of COGME, but you're obviously
exquisitely aware of that danger. When
you come back to them, you've got to get
their attention, You've got to make stra-
tegic choices. I would urge you todo that
as recommendation number one. Go
with what Dona asked us to do at the
beginning today; go with a sense of ex-
citement and take some chances.

When I held hearings, I flew in a big-
bellied, green tie-wearing--it was a gar-
ish tie--and bright red-shirted family
doctor from North Carolina to talk to the
congressmen about the fact that he would
get upinthe middle of the night, drive an
hour, save someone who was in pulmo-
nary edema, and then go home. In those
days Medicare paid him something like
$17 for that. But if he put six sutures on
someone who had cut him or herself with
a little glass, they paid by the suture.
Each suture then, I think, was worth
about five bucks, and he got $30. The
congressmen sat up there, and they
watched him, and they said, “T'hat doesn’t
make sense.” And that, as far as I can
see, was one of the early moments when
the word “cognitive” versus “procedure”
came into being,

They didn't use those words then; I was
careful not to use them, but they began to
understand the difference between a
doctor’s time and putting a tube some-
where or what have you. It was graphic,
it was vivid, it was to the point. And now
primary care and cognitive rolls off their
lips like water. The important thing, 1
think, is to move to the next generation
of truisms toward which they will hope-
fully put some cash.

Therefore, I urge that this report take
some chances, even if you can’t come to
full consensus on them and then put out
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options, but don’t make it just milk toast
and thanks very much. The one thing
that will happen if you do that is prob-
ably you'll get re-funded for another three
years. If you take chances, you may not.
But I urge you to be brave and really try
and do something.

. Apple pie. I am not going on the premise,

as the panel just ended, that you'll get
more money. I am going on the premise
that you'll be lucky to have as much
money going in this business as before.
In fact, one of the discussions you better
have is, “If we get as much money as
before, how do we distribute it, and how
do we handle the fact that we may get
less?” Anyone who sits here and says
that the pie is going to get bigger in this
day and age isjust hallucinating, and we
should not be involved in a collective
fantasy process. '

It remains difficult for our citizenry to
grasp the fact that rationing is actually
hitting America. I grew up in a bomb
shelterin England. Iunderstood that. It
is in the British gut. It is not in the
American gut. It's a hard thing to learn,
but I think it’s happening and we had
better be aware of it here, There will be
fewer dollars labelled “GME”,

. Go with the flow. There are a lot of good

things happening right now. The good
old days is the old family doc. Bring back
the doctor. This nation really wantsus to
bring back the doctor. It is everywhere.
We should take advantage of that fact.

. The rusting Mercedes. Bill Hsiao, the

AMA, and everyone is agreeing that doc-
tors are paid too much to do certain
things and too little to do other things, I
don't think it’s going to be a big convul-
sion. Idon’t think primary care docs are
going to get anywhere near rich off this
change, and I don’t think that ophthal-
mologists are going tobe driving VW’s in
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the near future. They may not get 560
SE’s anymore; they may have to go down
even to a 318 BMW. Iam not sure what
the limit will be. But you're not going to
see such a change in the distribution of
wealth among physicians. You're prob-
ably going to see them all making less
money., But the rhetoric is out there.
There’s a general sense in this land that
cognition is where we're going. This
Council should ride with that, putitinto
your rhetoric, and make it very clear.

. Tom’s CV. Tom has been at the Harvard
Medical School for 19 years, and he got a
message from the Dean five years ago,
“You're allowed toput the facton your CV
in the future that you teach.” Now, that
was arevolution. Before, I listed papers,
and I listed a few administrative assign-
ments, Implicitin thelist was howmany
grants I brought in and what the over-
head was with them, But there was
nothing about teaching.

Now we even have a track at the
Harvard Medical School which can
theoretically promote you to full pro-
fessor with the same title as those
whoplay with cell membranes. That’s
arevolution at Harvard. You'veheard
inklings of these revolutions all over
the place. Again, gowiththat. Teach-
ing is being explicitly recognized as
something important. By the way,
the faculty are shaking now about
their evaluations of the students. I
think as a result, they could be lousy
teachers because they’re going to
spend all their time telling students
exactly what they think the students
want to hear so that they (the faculty)
get an A so that they can get pro-
moted. I think we had better watch
out for that.

But it may be a real change in the
culture of academic medical centers.
We should run with that.
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6. Festering and fomites. Beds really are

empty. And we don’t have to give big
speeches about the importance of ambu-
latory care, because my hospitalis spend-
ing all itg time thinking about it. Hospi-
tals are expansile institutions; they get
nervous if they don’t change. And if they
can’t build more beds--and most of them
can’t--well, what are they going to do?
They're going to do something in the
outpatient setting, and today they’re all
doing it bustly.

Wejustbought abuilding on which we're
going to spend millions of dollars to have
itfor patients who can still walk and talk.
The hospitals have this fantasy, by the
way, that primary care physicians are
going to fill beds. They have neverreally
grasped the fact that we spend all our
time trying to keep people out of the
hospital (a) because we think it’s better
for them, because they often get terribly
sickin the hospital, and (b)because we're
getting good at that. Butlet that fantasy
reign supreme. I feed it as much as

" possible, Whenever 1 see my hospital

presidentItell him about thelast patient
I admitted. I never mention the five I
kept out of the hospital. And he smiles at
me and is going to lavish more resources
onme as aresult of that. So, again, we're
goingin the right direction there, and we
should take advantage of it.

. Yirusegand the RRC’s. My chairman got

acall from the RRC for Internal Medicine
about eight or nine years ago saying.
“We're not going to approve your resi-
dency, Doctor Braunwald, because you've
got too much time teaching in ambula-
tory settings.” And Gene said, “What’s
going on here, Tom?” And I said, “Well,
they're all mixed up.” And he said, “Well,
but they’re powerful.” [ said, “Write
them a letter saying, * I'm Gene
Braunwald; you can’t do that to me!
That will be enough.” And he did, and it
worked.
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But now they’re back saying, “Well, do
more of it.” So the RRC’s have been
infected by this ambulatory virus, and
again, we should move with it and run
with it. So, I would caution you that we
don’t have to hold heads down and moan
and groan all the time. We've a lot of
things going in our direction, and the
Council recommendations should reflect
these things pithily, carefully. Youshould
hire someone, with dollars that you no
doubt don’t have, who is a good public
relations person and knows how to frame
this report in ways that are zingy. You
need bullets on it rather than long, labo-
rious Germanic sentences. That will
grab the people who read it. They wili
probably not get past the first two pages.
Those two pages can have a lot on them
that will really hit hard.

Let me offer two cautions, and then T'll
get to a couple of suggestions. When 1
had to give a talk in 1973 at the AAMC,
Ireviewed the literature of the fifties and
sixties about teaching in outpatient set-
tings. The Commonwealth Fund funded
a lot of programs in those distant years.

The history was that those who actually
evaluated whathappenedin ambulatory
teaching found that for every doctor who
said, “Now [ know exactly what I want to
do,” there was another who said, “Now I
know exactly what I don’t want todo.” 1
would caution you about when we begin
to teach residents who don’t want par-
ticularly to be in outpatient settings or
don’t think they want tobe. Rather than
preaching to the converted, which we
have been able to do in our residency
programs, we're going to be preaching to
the unconverted.

There’s a real and present danger that
we will solidify bias against what we do,
ratherthanbring them into our field. We
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shouldn’t do it too quickly, and if it be
done, it had better be done well.

Now, there’s a corollary to that. We're

‘being asked to do everything. In my

division, which has a tiny little practice
with 30,000 visits, the Dean of the
Harvard Medical School wants me to
teach first-yearstudents, second-yearstu-
dents, third-year students, fourth-year
students, no longer as electives. The
Chairman of Medicine would like me to
have more and more blocks for his 100
residents, I want to preserve the pri-
mary care training program which we've
had for a long time and which actually
works. I can’t do everything, and there’s
a great danger that I'll do everything
very badly, become adilettante, Itis also
not so easy to tell my dean or my chair-
man, “Go somewhere else, please.”

The Harvard Community Health Plan,
which serves 500,000 people, does less
teaching than my colleagues do. So, one
of the things you have to do is look at all
these sites, as we've heard very nicely
expounded upon today, and see how we
can mobilize more teachers in manymore
settings. The core medical schools--and
most of you know this full well--can’
possibly handle the onslaught that’s com-
ing, and the dangeris that we'll doit very
badly, ratherthansayno. It'shardtosay
no.

. Opportunities. Steve Wartman wasn’t

allowed to develop his thoughts about
where graduate medical education dol-
lars should go, partly because it sounds
likeyou're all tired of talking about money.
He posed some stimulating and impor-
tant questions. Now, I am not an econo-
mist, but I had lunch with Joyce Kelly,
Ph.D,, in the audience from the AAMC,
who is an economist. She gave me a
quick tutorial, which I need periodically,
about the difficulty of even beginning to
think about all those dollars that are
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hanging out there with that funny label
called graduate medical education.

We all know they’re a proxy for servicein
different ways. We know that in some
way, they are, indeed, related to educa-
tion. We know that Congress doesn’t
want to pay to educate someone who, on
average, is going to make twice as much
as he or she who is passing the bill does
and five or ten times as much as the
average American. So, if you let the
graduate medical education dollars hang
out there too nakedly, they’ll just go zap,
gone. If you fold them into indirect and
direct and help for the underserved, tar-
geting the inner city hospitals where
academic health centers are, or the rural
poor, then we get away with it for a long
time with various strange accounting
mechanigsms,

If you look at my hospital, the dollars
disappear into a great large pot, the
beneficiary of which Iam. Becauseif the
pot is felt to be relatively full by the guy
who runs thehospital, when Tom marches
indemanding this, that, oranother thing,
he is apt to say, “Yes.” If the pot is
generally empty, he’s apt to say, “No.”
Therefore, I am not sure that redirecting
those dollarsin an explicit wayis going to
make all that much difference, actually.

The notion of giving those dollars explic-
itly to me as a primary care program
director, taking them away from poten-
tial urologists, let’s say, and giving them
to us who are primary care types is very
attractive to Steve and me and the rest of
us, but I am not sure it is so feasible or so
important.

Joyce made the suggestion that maybe
graduate medical education dollars
should be more explicitly directed at fac-
ulty. That's an interesting notion that
the AAMC is looking into and that the
Council might consider. Is there a way of
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pushing those dollars into faculty sup-
port? I'm doing all this teaching, right?
I’'m in a soft money university in a hospi-
tal. Who's going to pay me to teach?
Now, the chairman has to take money
away from cardiac catheterizations. He
only needs a few to cover my teaching
costs,but he's going to have tore-allocate
those resources. Would it be easierifthe
money came directly to those teachers?

. Volunteerism. Mr. Reagan was not my

favorite president, but there is today
more interest in volunteerism in this
land, and that’s not so bad. If you think
about the wonderful history of the WAMI
program that we heard so eloquently
displayed today, those docs out there are
not doing it to make more money, Yes,
some of them hope to get more people to
practice with them in the future. Yes,
some of them operate at least not at a
loss, and maybe even make a profit off a
senior resident.

But basically they do it because they’re
good people. Good people go into medi-
cine. We tend to forget that. They have
virtuous motives. Most of them realize
that there are easier ways to make g lot
of money, if that’s all that drives us.
We'renotincome-maximizers. The econo-
mists shake their heads in disbelief at
the way we behave in that respect.

The Congress loves to hear about
volunteerism. That is apple pie in the
best sense of the word. Get together
those success stories and make them
part of your report. Think of ways of
leveraging that warm and giving im-
pulse in this land, so it becomes more.
Think of disseminating WAMI from four
states to 50 states. Think of disseminat-
ing the kind of things that some who
teach in the inner city do. '

Think too of using patients as teachers.
They're extraordinary teachers. We're
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doing that now. Some patients, love to
spend time with young doctors. They
share the hope that those young doctors
will grow up to be good doctors. Many of
them worry that they won’t., Many of
them believe they can dosomething about
making them better doctors.

Let’s mobilize that. Let’s bringin people
whom we don’t always have to pay, don’t
always think about dollars. Let’s have
suggestions from this Council that don’t
just hang on the dollars. Have programs
that Congress can read about and say,
“It’s free and it’s neat. Let's try it Let’s
see how we can do it.” Give out awards.
It doesn’t have to be in dollars,

Grand mal geizures. Propose some big
experiments. Propose some big changes,
and then see what happens. For ex-
ample, [happen tothinkyoucantrainan
internist by having him or her basically
live with outpatients, with occasional
forays onto the wards, Now, thatis awful
stuff for some of the professors. Most of
us try to replicate ourselves. It’s some-
thing we have to guard against. I will be
glad if people do exactly what I did.
Every one of us is ke that. We’re hu-
man. And the professors of medicine
generally want to replicate themselves,
and they're not at all married to ambula-
tory care,

Let’s try some big experiments that are
really different, and see if they work or
not. Let’s have some seizures out there.
Come up with a list. It won’t be hard to
do. Ask for them to be mounted, funded,
what have you.

. Making love to bandaids. There is a lot

of money in the private sector that is not
afraid of experimenting and isn’t totally
uninterested in education. Everybody
likes leveraging money through partner-
ships. Isuggest that the Council recom-
mend that the United States Govern-
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13.

ment and Johnson/MacArthur/Pew/Com-
monwealth/Kaiser/Macy/Kellogg/ slash/
slash/get together and explicitly mount
an agenda to which each contributes.
Between you and me, many of those
foundations don’t know how to spend
their money. Their biggest worry is how
to get rid of it every year. It is a worry
because it isn’t s0 easy to gef good things
tospend money on. It probablyisashard
to give money away wisely, as to get it,
and that’s something we tend to forget.
You could come up with someinteresting
things which mandate a public/private
partnership--You know how nice that
sounds? Itis something you might urge
explicitly as recommendations.

Success stories. Trumpet the successes.
We heard some wonderful stories today.
They don’t have p values, But they’re
nice stories. Mount them properly; get
them together. Short: cne paragraph.
Not an entire book. Get them out there as
examples, as anecdotes of where we could
go. There are wonderful things we hear
about,and others don’t know about them.
The other thing it does is keep us from re-
inventing the wheel, aterrible hazard we
all face. I was busily taking notes today
to take home. “My God, why haven’t we
been doing that? Someone just around
the corneris doing that. Inever thought
of that.”

Ten biggies. That’s my final comment.
Think of ten very concrete, doable ques-
tions, things that you need to answer,
and propose them. Can you think of an
experiment in GME that can be done
that would show X?”

Put out ten things that will move people
forward and ask the Congress for the
resources to pursue them. What are the
ten questions the congressmen are going
to ask about? They want data and anec-
dotes. They'll ask for both. They didn’t
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do a big study of end stage renal disease;
they sawsomeone sittingin frontof them
with a dialysis machine hooked up, and
then they changed the Medicare law.
They listen to anecdotes as well as they
do to data, but they need to see both. So
you've got your success stories--that’s
anecdote. And then think about experi-
ments, data-intensive experiments or
questions that youcan answer. So when
those questions are posed, we don’t have
to look collectively blank, but can say,
“Well, we thought of asking them, and in
fact the Council did ask them. We got
money from you to do it, and this is how
much further we are.”

Thanks, very much for allowing me to listen and
ponder with you.
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